
nity, brings together community groups with purchas-
ers and providers to implement change.12

Examples of community development interagency
activity include the work of a safety group in Torquay
which resulted in policy changes within the housing
department, play areas, and other borough and police
services. While health professionals prescribed drugs
to patients in their hilly area in Lewisham, a
community development solution was found through
a new bus service.13 By involving the local authority, it
was possible, in a single intervention, to respond in a
practical way to issues of loneliness, isolation, and
problems of exercise tolerance.

Such initiatives need to be judged by the amount of
change and public involvement generated—and by
changes in health status. Primary care groups need to
understand community development and be open to
alternative methods of evaluation. Collecting baseline
data is of limited use as measurable objectives cannot
be set until needs have been identified. It takes a long
time to establish a project and to show reductions in
inequalities or improvements in health. However, by
examining intermediate health and social indicators
(uptake of health services, improved housing and
social support) rather than health status, and by using
appropriate, often qualitative, research methods, rigor-
ous evidence can be produced.3

Community development techniques could help
primary care groups develop decision making
processes that truly involve users. The lay member on
the group will become an isolated figure unless
supported by a vigorous and effective infrastructure. A
community development agency, with a representative
co-opted on to the board, should be established in each
primary care group, perhaps by expanding an existing
organisation. By continuing existing locality commu-
nity development and drawing together voluntary
groups and local authority initiatives, an agency could
support and challenge planning by the primary care
group. Information and recommendations from local
people could go directly to the primary care group
while the group could also request representative lay

views or action on particular issues. This structure may
provide for some measure of accountability and help
the primary care group focus on key social
determinants of health. It would enable users’ views to
be given appropriate respect and weight in the
planning process.

Brian Fisher General practitioner
Wells Park Practice, London SE26 6JQ (brian.fisher@virgin.net)

Hilary Neve General practitioner
St Levan Surgery, Plymouth PL2 1JR

Zoe Heritage Freelance advisor on community
development in health
13 Rue du Scorff, 35700 Rennes, France

1 Neve H. Community assessment in general practice In: Burton P, Harri-
son L, eds. Identifying local health needs: new community based approaches.
Bristol: Policy Press, 1996.

2 Stewart Brown S, Gillam S, Jewell T. The problems of fundholding. BMJ
1996;312:1311-2.

3 Freeman R, Gillam S, Shearin C, Pratt J. Community development and
involvement in primary care. London: King’s Fund, 1997.

4 Berkman LF, Syme SL. Social networks, host resistance and mortality: a
nine year follow-up of Alameda Country residents. Am J Epidemiol
1979;109:186-204.

5 Kawachi I, Kennedy BP. Health and social cohesion: why care about
income inequality? BMJ 1997;314:1037-40.

6 Berkman LF. The role of social relations in health promotion. Psychosomat
Med 1995;57:245-54.

7 Lambeth Southwark and Lewisham Medical Audit Advisory Group. An
evaluation of the young people’s health project. London: Lambeth Southwark
and Lewisham Medical Audit Advisory Group, 1998.

8 Lapthorne D. St. Peter’s, Plymouth. In: Burton P, Harrison L, eds. Identify-
ing local health needs: new community based approaches. Bristol: Policy Press,
1996.

9 Murray S, Graham L. Practice-based needs assessment: use of four meth-
ods in a small neighbourhood. BMJ 1995;310:1443-8.

10 Barton, Watcombe and Hele Management Group. Barton, Watcombe and
Hele health gain initiative. Making a difference. Torbay: South and West
Devon Health Authority, 1998.

11 Kernohan E M. Evaluation of a pilot study for breast and cervical cancer
screening with Bradford’s minority ethnic women: a community
development approach 1991-93. Br J Cancer 1996;74 (suppl XXIX):
S42-6.

12 Crowley P, Freake D, McMorran E. Community action on Health
Newcastle. In: Community development: local people as the agents for change
in partnership with general practice. London: Primary Care Support
Force/Wells Park Health Project, 1997.

13 Fisher B. The Wells Park Health Project In: Heritage Z, ed. Community
participation in primary care. London: Royal College of General
Practitioners, 1994.

Bone marrow transplantation for autoimmune
diseases
An interesting approach—but only for patients with few alternatives

The cross fertilisation of ideas between different
medical specialties means that traditional tech-
niques from one field are beginning to find

surprising roles in others. Bone marrow transplanta-
tion, for example, is becoming more sophisticated and
safer, particularly since the advent of peripheral blood
stem cell transplantation, and this is now being studied
as a treatment for autoimmune diseases.1–3

Conventionally, long term immunosuppressive
drugs are administered to control the autoimmune dis-
ease process, but these offer little in the way of a cure.
Because autoimmunity is viewed as a failure of the
immune system to protect against self reactivity, how-

ever, some have argued that by completely “resetting”
the immune system, it might be possible to eradicate the
autoimmune disease process altogether. People with
both haematological malignancies and autoimmune
diseases sometimes go into remission from both condi-
tions after undergoing bone marrow transplantation.
This incidental observation has prompted some haema-
tologists to argue that such a reset of the immune system
may be provoked by completely ablating the patient’s
lymphoid system and then rescuing the bone marrow
with a haemopoietic stem cell transplant.

In recent years, in Europe and the United States,
stem cell transplantation has been offered to selected
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patients suffering from severe autoimmune diseases
such as rheumatoid arthritis, systemic sclerosis, and
multiple sclerosis. The initial results have been
encouraging, with some patients going into clear
remission.2 4 Allogeneic transplants (where the recipi-
ent receives haemopoietic stem cells from another
person) have a procedural mortality rate of up to 20%,
but in some cases have resulted in a two year remission
of the autoimmune disease. Autologous transplants
(harvesting and reinfusing the patient’s own cells) have
a much safer procedural record, but patients tend to
relapse faster.

As yet there is no definitive explanation for these
observations. Some haematologists argue that periph-
eral blood stem cell transplantation simply allows more
intensive immunosuppression than is conventionally
used by rheumatologists, with the stem cell transplant
being used as a rescue vehicle. Another theory is that
the stem cell transplantation “stirs up” the immune
system enough to re-educate the way it works, so that
even putting back the patient’s own cells is likely to
work. Early relapse with autologous transplantation
may be explained by assuming that residual colonies of
T lymphocytes (thought to play an important part in
autoimmune diseases) are either left behind, or
reinfused back, and that these are in some way respon-
sible for triggering self reactivity again.

But perhaps more interesting are the patients with
autoimmune disease who relapse after allogeneic
transplantation. In such cases the disease appears to
recur despite the new immune system. It is as if the
same “mistakes” are being learnt by the new system,
mediated perhaps by as yet unidentified antigens.

The rationale for the use of peripheral blood stem
cell transplantation in autoimmune disease is question-
able, and it is certainly too early to call it a curative pro-
cedure. Many rheumatologists argue that even with
intensive immunosuppression and bone marrow
rescue, this approach is unlikely completely to cure
diseases such as systemic sclerosis, which is also medi-
ated by fibroblast dysfunction. It is also unlikely to ben-
efit patients who already have severe joint destruction
from rheumatoid arthritis, for example. Thus periph-
eral blood stem cell transplantation may be able to
tackle some of the important mechanisms of
autoimmune disease, but it certainly cannot deal with
them all. Several longer term risks also render the
decision to undergo a stem cell transplant more
difficult. Total body irradiation and high dose

chemotherapy, for example, are associated with an
increased risk of solid tumours and other haematologi-
cal malignancies, and infertility in both men and
women is also common.

At present the evidence for peripheral blood stem
cell transplantation as a therapeutic option in autoim-
mune disease relies on a small number of transplanta-
tions performed at a few centres around the world.
Since September 1996, when the first international
meeting took place in Basel, work has started on
producing consensus guidelines and European proto-
cols for treating several autoimmune diseases, includ-
ing systemic sclerosis and multiple sclerosis.3 Most
patients who are offered peripheral blood stem cell
transplantation are those with highly progressive
disease, where there is a significant threat to life but as
yet no severe end organ damage and where there are
few therapeutic options. For these people the high risks
of the procedure must be weighed against the higher
risk of dying from the disease itself. It is therefore
highly unlikely that peripheral blood stem cell
transplantation will ever become a routine treatment
for people with stable rheumatoid arthritis, where
adequate control is achieved with more moderate
immunosuppressing drugs.

This year when the European group meet again in
October, there may be enough collective experience to
start a large prospective clinical trial. Over forty cases
have already been registered in Europe since 1994.
The chronicity of all autoimmune diseases, however,
means that the true efficacy of this approach will take
many years to assess.
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Aspirin for preventing and treating pre-eclampsia
Large trials continue to show no benefit

Pre-eclampsia is a multisystem disorder usually
associated with raised blood pressure and
proteinuria. A relatively common complication of

the second half of pregnancy, it affects 2-8% of pregnan-
cies.1 Although outcome is often good, pre-eclampsia
remains a major cause of morbidity and mortality for
both woman and child. For example, the woman may

develop renal or hepatic failure or disseminated
intravascular coagulation or have a cerebrovascular
haemorrhage. The baby may have intrauterine growth
restriction, suffer the consequences of prematurity, or
die in utero. The causes of pre-eclampsia remain
obscure, but women with the condition produce excess
thromboxane, and thus aspirin has long been tried for
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